conlplaining of swelling of the face and of the ankles. She had been married six years, and had had one child, now five years of age, and no miscarriages. Her first pregnancy and confinement was quite normal. On admission the patient was about nineteen weeks pregnant, the last period having occurred on March 4, 1908. For a few weeks past she had noticed some swelling of the eyelids and ankles, and four weeks ago severe hemorrhage had occurred from the uterus, a blood-stained discharge continuing at the present time. Up to the date of their cessation the periods occurred regularly every four weeks, lasted four to five days, and were not at all excessive. She did not complain of any pain, had never suffered from leucorrhoea, micturition was normal, but the bowels were rather loose. There was no history of any previous renal disease, and she had never had scarlet fever.
Obstetrical and Gynucological Section 203 examination of the eyes at this time showed no changes in the fundus. The uterus reached 1 in. above the level of the umbilicus, no foetal parts could be felt, and no foetal heart-sounds heard. There was a slight bloodstained discharge from the vagina. The urine was acid, had a specific gravity of 1020, contained 50 per cent. of albumin, and microscopic examination showed the presence of numerous hyaline, granular and a few epithelial and fatty casts.
The patient was placed on a strict milk diet, freely purged and ordered a simple diuretic mixture. Nine days after admission the albumin amounted to only 25 per cent., but there was still some swelling of the ankles. Considerable bleeding occurred from the uterus on two occasions at this period. On the twelfth day there was only a cloud of albumin, but an examination of the eyes by my colleague, Mr. Herbert Parsons, showed that while the vision remained unaffected both eyes exhibited signs of albuminuric retinitis. In the left eye there was a small triangular exudate on the left inferior temporal artery, and close to it a small haemorrhage. In the right eye there was an exudate of the same character, but no haemorrhage.
On August 5, eighteen days after admission, the albumin still amounted to about one-third, and the patient was complaining of a good deal of headache, mainly occipital in position. Apart from this, however, her general condition was good. Three weeks after her admission the albumin varied from 20 to 30 per cent., the pulse was rapid-100 to 104 per minute-and the arterial tension registered 185 mm. Hg. On August 13, the twenty-sixth day, the vision when tested was found to be 6, with difficulty in both the right and the left eye. Numerous spots of hoemorrhage and exudate were noted as present in both eyes, but there were no stars at the macula; at this time the patient was complaining a good deal of pain about the eyes and eyebrows. On August 17 there was a severe hmmorrhage from the uterus, accompanied with a good deal of abdominal pain. The albumin still amounted to about a quarter. Two days later there was another severe attack of bleeding from the uterus; at this time the ankles were swollen slightly, and an examination of the eyes showed more exudate and neuritis in the left eye, but no change in the condition of the right. In view of the two severe hemorrhages which had occurred, the fact that the vision was deteriorating, and the albuminuric retinitis increasing, while the fcetus was probably dead, it was decided to induce labour.
On August 21, twenty-four weeks from the last period, the uterus was noted as reaching to a level of 3 in. above the umbilicus. It was thought to contain a mole or an excess of liquor amnii, no foetal parts being felt, and no foetal heart-sounds heard. At 10.30 a.m. three solid bougies were introduced into the uterus without difficulty or haemorrhage. At 3.30 p.m. the patient had a severe loss of blood, but after this no bleeding occurred until 8.30 p.m., when there was some recurrence of the bleeding. Vaginal examination showed that the cervical canal was sufficiently dilated to admit one-finger readily, and presenting in the canal some friable tissue could be felt, which, on scraping away, proved to be fragments of a hydatidiform mole. No uterine pains were present, the uterus was contracted but not tender, and there were no signs pointing to any internal haemorrhage. The pulse was 108, and of good quality, and the patient's general condition was good. The temperature was normal, and at no time during her stay in the hospital did the temperature rise above 99.40 F. It was decided to administer an anaesthetic the first thing the following morning, and to empty the uterus; in the meantime the bougies were removed and the vagina was tightly plugged with iodoform gauze. The patient remained comfortable during the night, there were no uterine pains, but no fuirther bleeding occurred, and the condition and rate of the pulse did not alter. At 4.30 a.m. the following morning, immediately after the administration of an enema, she became collapsed, fainted, and died in a few minutes, before the house surgeon could be called to her. Transfusion of saline fluid, the injection of strychnine, and the performance of artificial respiration, all failed either to restore the heart's action or the respiration.
A post-mortem examination was allowed only on the abdomen, and was performed eight hours after death. The lungs, obtained through the diaphragm, showed signs of bronchitis and emphysema. The heart was a little hypertrophied, the muscle-wall rather pale, but the valves and orifices normal. A complete examination of the pulmonary vessels was not possible, but the patient's condition just before her death did not in the least suggest that of a person dying from a pulmonary embolus. The liver was somewhat enlarged and showed cloudy and fatty changes in the liver-cells. The kidneys were slightly enlarged, their surfaces were smooth on stripping off the capsule, the cortex was a little wider than normal and pale, the medulla normal in appearance, and the consistence of the kidney tissue was not tougher than natural. The pelves of the kidneys were normal. The remaining abdominal viscera were all healthy. The uterus reached nearly up to the ensiform cartilage, and was removed entire with the rest of the pelvic organs.
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Microscopic examination of sections from the kidneys shows wellmarked changes in the epithelium of the convoluted tubules and of the glomeruli. The cells have lost their outlines, the nuclei are no longer recogniz-able, or stain very badly, the outlines of the tubules are obscured, and their interior is filled with a mass of granular necrotic material which in many instances completely blocks them. The appearances presented are those of cloudy swelling amZ coagulation nerosis of the epithelium, and are limited mainly to the tissues of the cortex ( fig. 8 ).
Microscopic examination of the liver shows cloudy swelling and some degeneration of the liver-cells in the centre of the lobules round the intralobular vein. The protoplasm stains badly, and the cells present a granular appearance. The interlobular vessels are dilated, as if they had been congested, but contain no blood.
The uterus, with the mole, and the portions of the bladder, rectum and vagina removed, weighed 8 lb. 9 oz.; after hardening it was divided by a sagittal section. The specimen shown ( fig. 1 ) consists of one-half of the uterus, with a portion of the bladder, vagina and rectum divided by a sagittal section. The uterus measures from the fundus to the external os 25 cm., antero-posteriorly 15i cm.; the uterine wall varies in thickness from 10 mm. to 7.5 mm. The cervical canal, which measures 2'25 cm. in length, is dilated to the extent of 11 cm. The interior of the uterus is occupied completely by the hydatidiform mole, which appears in the section to be attached to about two-thirds of the anterior wall of the uterus.
No trace of the foetus, of the umbilical cord or of the amniotic cavity appears on the surface of the section. To assert that they are absent completely is, however, impossible without making a series of sections through the whole of the uterine cavity. Over the posterior wall of the uterus to within 6 cm. of the fundus the chorion, with the villi lying in contact with it, has been separated artificially, no doubt by the initroduction of the bougies.
In the lower uterine segment immediately above the internal os there is a layer of blood-clot interposed between the chorion and the anterior uterine wall measuring 4 cm. by 1 cm., and intermingled with the tissue of the mole in the cervical canal and immediately above it posteriorly there is more blood-clot. Elsewhere in the uterus, with the exception of some small areas about I cm. in diameter, there is no trace of any blood. The mole is made up of vesicles varying in size from 3 cm. by 1i cm. in the case of the largest to others only just visible to the naked eye. Over the attached area of the mole there are Blacker: IHydatidiform Mole in numerous situations small masses of what appear to be fibrin. In different areas of the section the individual vesicles are separated from one another by small areas of opaque greyish-white tissue. The uterine wall macroscopically appears to be normal in structure, and nowhere is there any definite sign of an invasion of the uterine muscle by the tissue of the mole. In the present stage of its development it is impossible to say with certainty whether the mole is developed from the whole or from only a part of the chorion. The general direction of growth of the vesicles tends to show that the placental site would have been situated on the anterior wall of the uterus. Both ovaries are somewhat enlarged; the left, measuring 4 cm. by 2 75 cm., contains a number of small cystic spaces, the largest about 1j cm. in diameter, and filled with blood-clot.
The right ovary, somewhat pyramidal in shape, and measuring 7 cm. by 5 cm. at its widest part, also contains a considerable number of similar cystic spaces,-the largest filled with blood-clot and measuring 11 cm. in diameter. Both Fallopian tubes were quite healthy.
Microscopic examination of sections taken from the anterior wall of the uterus show the following appearances ( fig. 2 ): The uterine muscle presents a somewhat degenerated appearance; the outlines of the fibres are obscure and the nuclei stain faintly; the individual fibres are separated from one another by a number of clear spaces, no doubt due to cedema, but the vessels and sinuses are normal in structure. Superficial to the muscle-fibres four distinct layers can be recognized:
(1) the spongy layer of the decidua; (2) the compact layer of the decidua largely degenerated and necrotic; (3) the fibrin layer of Nitabuch; (4) a cellular layer derived from the proliferating epithelium of the villi.
The spongy layer of the decidua is thin and flattened out, the gland spaces are arranged parallel to the surface, the epithelium of the glands has disappeared, and in many places the glands themselves are largely wanting. There is a good deal of small-celled infiltration throughout the spongy layer and in the most superficial portion of the muscular fibres, and there is also some in the deeper portions of the compact layer of the decidua.
The greater part of the stratum compactum has undergone marked degenerative changes, the whole presenting a homogeneous, somewhat granular, and in parts a hyaline appearance, staining faintly, the outlines of the cells having disappeared, and their nuclei being no longer recognizable. Here and there the remains of a few decidual cells can Dr. Blacker: Hydatidiform mole. be seen, aind scattered throughout the layer a few polymorphonuclear leucocytes, while in places the degenerated tissue has been invaded by some of the cells of the cell-layer on the surface derived from the proliferating epithelium of the villi. The major part of the compact layer of the decidua has, in fact, undergone almost complete transformation into the so-called fibrin layer of Nitabuch. There is a well-marked small-celled infiltration in its d-eeper portions continuous with that seen in the spongy layer. This small-celled infiltration is exceedingly well shown in some of the sections ( parts of the stratum compactum, so dense in some placesi as to obscure the rest of the tissues.
The fibrin layer of Nitabuch is present in all the sections and forms a very characteristic feature ; it varies, however, in thickness, and in a few is almost entirely wanting, so that the epithelial cells of the mole come into direct relation with the remains of the decidua and even with the superficial layers of muscle tissue.
Forming a definite cell-layer of varying thickness upon the surface of the necrotic zone, in some portions invading it or even penetrating beneath it, are numbers of cells arranged singly, in masses, as a single or as many layers, and derived from the epithelium of the chorionic vesicles. In some situations they may be recognized as masses of opaque protoplasm of varying shapes, with vacuolar spaces within them, and containing numerous round or oval well-staining nuclei, no doubt taking their origin from the syncytium; but the greater number arc single epithelial cells, polygonal or polyhedral in shape, with a well-
Showing invasion of spongy layer of decidua by proliferating cells of villus.
staining round or oval clear vesicular nucleus, and derived from the proliferating cells of the layer of Langhans. The protoplasm of the latter cells is granular and stains faintly. In many parts of the sections the cell-layer can be traced into direct continuity with the epithelium *on the surface of the vesicles ( fig. 3 ), but in others the cells form isolated masses on the surface of the decidua. Here and there they extend right through the necrotic zone, and having apparently destroyed this layer of tissue they are to be seen actually invading the muscle tissue of the uterine wall, or spreading laterally on the deeper surface of the .209 I lj-., ..7-.
Blacker: Hydatidiform Mole compact layer lying superficial to or invading the spongy layer of the decidua ( fig. 4) .
Sections from the mole itself show that in many of the vesicles the embryonic connective tissue cells of the stroma are still recognizable, and fill practically the whole of the interior of the villus, although separated from one another by a homogeneous exudate ( fig. 5 ). In the larger villi the connective tissue is arranged parallel to the outer surface of the vesicle, -and is largely wanting in the centre. In none of the vesicles are any capillary vessels to be recognized. In most of them a single -Ni.
M.
FIG. 4.
Showing absence of fibrin layer, Ni., and direct invasion of the stratum spongiosum by the proliferating cells of the mole, C.l.
layer of epithelium is present on the surface, evidently representing the layer of Langhans, and in some the syncytium is also present and recognizable. Many present solid buds of proliferating epithelium on their surfaces, and in most instances the buds are clearly formed of the cells of Langhans's layer ( fig. 5 ). In some villi, however, the buds are covered also by a layer of syncytium, and in others there are definite buds to be seen composed solely of syncytium. There are a considerable number of vacuolar spaces both in the proliferating cells and in Section of one of the opaque grey areas from mole, showing degenerate villus surrounded by mass of degenerate cells, intermingled with which are some masses of syncytium and proliferating cells of Langhans's layer. larly of the compact layer, the presence of a well-marked fibrin layer of Nitabuch, formed mainl of the necrotic decidua, the layer of smallcelled infiltration, and the invasion of the decidua, and even in some places of the vessels and of the uter-ine muscle itself, by the cellular elements of the mole are all -well showna in this specimen.
I Zeits. f. Geburts. und Gyn., Stuttg., 1895, xxxii, p. 405.
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Microscopical examination of the ovaries shows that they contain a large number of small cysts, nearly all cysts of the corpora lutea, and containing a definite layer of lutein tissue in their walls.
A careful examination of seven sections taken from different parts of the two ovaries shows that they contain twenty-two cysts of which thirteen are derived from corpora lutea, while two others which contain a large amount of blood are probably of the same origin, the haemorrhage having destroyed and obscured the lutein cell-layer. The inner surface of the cysts is lined by a layer of tissue resembling fibrin, Showing a collection of epithelial cells, C.1., of the mole lying within the lumen of a blood-vessel in the muscular tissue of the uterine wall, M. and there is no epithelial lining within the lutein cells. In addition to these cysts there are scattered throughout the stroma of the two ovaries eleven collections of lutein cells of varying size. I No separate lutein cells are, however, to be found in the stroma. I There certainly, therefore, appears to be a definite excess of lutein tissue in the two ovaries.
In another case of hydatidiform mole which I have recently' had under my care the same condition of cystic degeneration of the ovaries was present, and in this case too most of the cysts were derived from corpora lutea. The patient, a young lady aged 30, who had been married four months and was thought to be three months pregnant, was seen with her medical attendant on account of a very rapid increase in the size of the uterus. On abdominal examinationa tumour was found reaching up to the level of the umbilicus and intermittently contracting, but in it no foetal parts could be felt and no foetal heartsounds heard. It seemed more elastic than the normal pregnant uterus, and was diagnosed as a case of pregnancy with hydramnios. In the right iliac fossa a cystic body was present about the size of a closed fist attached to the uterus and evidently an ovarian cyst. The patient's general health was unsatisfactory, and she had lost a good deal of flesh since the commencement of her pregnancy. The case was considered to be one of pregnancy with hydramnios complicated by the presence of a small ovarian cyst, and abdominal section was performed. It was then found that both ovaries contained a number of cysts; the right ovary, the larger, therefore, was completely removed and the cystic portion of the left was excised, the remainder of this ovary being left as the patient was a young married woman only 30 years of age. A few days after the operation uterine htemorrhage set in, and as the bleeding was severe and the discovery of the cystic disease of both ovaries had led me to suspect the presence of a mole in utero, an anaesthetic was given and the uterus emptied of a large hydatidiform mole weighing 2 lb. 9 oz. The second operation was performed on October 27, 1908. The patient made an uninterrupted recovery, but up to the last ten days or so she has suffered from almost continuous slight uterine haemorrhage which has now apparently ceased. Her general health has improved very markedly, and she is gaining weight steadily at the rate of 11 lb. to 2 lb. a week.
Microscopical examination shows the great majority of the cysts in the ovaries in this case to be cysts of the corpora lutea. On a previous occasion, when showing a specimen of chorion-epithelioma with lutein cysts in both ovaries before the Obstetrical Society,' I expressed the opinion that the excess of lutein cells and the formation of these cysts was in reality due to the pregnancy. If we consider for a moment the changes which occur in the mole and in the ovary in cases of vesicular degeneration of the chorion, we cannot but be struck by the marked similarity between them. In the mole we have an excessive proliferation of the epithelium of the villi with the formation of cystic spaces, no I Trans. Obstet. Soc. Lond. (1907 ) 1908 Obstetrical andl Gynxcological Section2 doubt due to serous transudation, while in the ovary we have a im-arked proliferation of the cells of the corpora lutea with the development of cysts possibly of similar origin. Both are em--bryonie rapidly growing tissues, characterized, even in normal conditions, by their marked capacity for hyperplasia, and we may well assume that both would respond readily to any abnormal stimulus. That the cystic degeneration of the ovaries so frequently ml-et with in cases of vesicular mole and chorion-epitheliomna is due to the presence of cysts of the corpora lutea must be accepted as definitely proved, but the fact that the two are so frequently associated does not show that they stand in any causal relationship to one another, and it mnay well be that they are the result of the saml-e stimulus, whatever its nature ultimnately milay prove to be, acting on both the uterus and the ovaries.
In a great many apparently normi-al ovaries, as Cuthbert Lockyer has pointed out, there is in the aggregate a great deal of lutein tissue present, and it has been shown to exist in the ovary in considerable quantities in cases of normal pregnancy. I do not think the hypothesis that an excess of lutein tissue plays an important part in the causation of the overgrowth of the epithelium of the villi is by any mleans proved, and I doubt whether it is really necessary to remllove the ovaries when the cysts they eontain are derived from the corpora lutea, especially in view of the fact that cases have been recorded 2 in which, after the expulsion of the vesicular mole, the enlarged ovaries have dwindled in size. The present case certainly gives no support to the view of Virchow that pathological changes in the uterine wall are an important factor in the causation of a vesicular mlole. The uterine musculature is practically normial, and the decidua, although markedly degenerated, shows no signs of any old inflammatory change. The small-celled infiltration present is limited to certain parts of the decidua, and clearly bears a relation to the invasion of the maternal tissues by the cell-layer of the mole. The changes in the decidua are essentially secondary and of a degenerative character, and present the appearances we n.-ight expect to find if the maternal tissues were undergoing solution by soniie enzyme secreted by the cells of the villi, as Teacher has suggested is the case in the destruction of the decidua bv the cells of the trophoblast in the early hum-lan ovumll. The view supported by Marchand ' that a vesicular mole is due to a Lockyer, Cuthbert, Journ. Obstet. anid Gynit. Brit. Emp., Lond., 1905, vii, p. 12. 2Albert , quoted by Russell Anidrews, Journ. Obstet. and Gyn, Br-it. Emp., 1904, v, p. 460. defect in the ovum itself, possibly acquired by it at the time of impregnation in some cases, appears to possess the greatest degree of probability, and certainly seems to explain best the facts which are known with regard to the etiology of these tumours. At the same time the possibility Ballantyne ' suggests is one of extreme interest-namely, that a hydatid mole results when the embryo fails altogether to appear; that is to say, when there is an arrest of development prior to the appearance of the traces of an embryo.
The present case is one I have thought worth recording because the opportunity of examining a hydatidiform mole in situ in the uterus does not often occur, and because it is an interesting example of the development of the albuminuria of pregnancy in association with the so-called kidney of pregnancy.
There can be no doubt from the clinical history and the findings at the post-mortem examination that the albuminuria developed during the pregnancy and did not precede it, and it is therefore an example of albuminuria occurring with, and probably due to, a hyatidiform mole, and not a case of chronic nephritis in the course of which a molar pregnancy occurred, a variety of kidney diseases which some writers consider to be one of the factors in the production of this curious degeneration of the chorion. In view of the recent occurrence of the kidney lesion the high blood-pressure and the cardio-vascular changes which were present are of great interest. It must be remembered, however, that a certain degree of high blood-pressure may appear within a few weeks of the onset of an acute nephritis, especially when this is caused by an acute toxic condition, and in this case it may have been in part due to the pregnancy.
The gross changes in the kidneys-viz., the slight general enlargement, the increase in the thickness of the cortex, the granular degeneration and the appearance of necrosis of the epithelium of the convoluted tubules seen on microscopic examination-are precisely those which have been described in cases of the acute nephritis of pregnancy, and are very suggestive of a toxic origin.
Albuminuria is not an uncommon complication of a hydatidiform mole. In 19 of the 100 cases collected by Dorland and Gerson2 cedema and albuminuria were present, and it occurred in 6 of the 25 cases recorded by Williamson in his paper on this subject read before the XBallantylle, J. W., " Antenatal Pathology," The Emlbryo, 1904, p. 613. Obstetrical Society in 1899.1 In only one. of these was any history obtained suggesting that the patient had had nephritis previously, while two of the cases died, one of uramia and one of uraemia and heemorrhage. The present case proves that the albuminuria of pregnancy can develop in the absence of a foetus and attain such a degree of severity as to cause the presence of a large amount of albumin in the urine with numerous casts, marked changes in the retinae, and to require the induction of premature labour. Is it not probable that the statement to be found in many. books that nephritis is an etiological factor in the development of a hydatidiform mole is an error, and that the mole is really the cause of the nephritis; and if this be so may not the frequency with which albuminuria occurs in these cases tend to support the view put forward by Veit, Schmorl, and others that eclampsia is an autointoxication due to a poison derived from the syncytium ? If this is so, then the marked proliferation of the epithelium of the chorionic villi met with in these cases may lead to the over-production of such a toxin I Trans. Obstet. Soc. Lond. (1899), 1900, xli, pp. 303-338.
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Blacker: Hydatidciforrn Mole and so explain the frequency with which albuminuria and nephritis are found associated with this variety of molar pregnancy. At the same time the coilmplete absence of the fcetus renders it difficult to accept the explanation offered by Marchand namiely, that the syncytium is concerned with the metabolism of the fcetal tissues from the maternal blood and the cells of Langhans's layer with the elimination of waste products, and that when excessive overgrowth of these cells occurs increased tissue metabolisnm will take place in the fcetus with a resulting increase in the amil-ount of waste products to be eliminated, and the accumulation of these toxic waste bodies in the maternal blood may lead to the production of such a condition as acute nephritis. The pathological changes in the kidneys and the clinical history appear to mne to be in favour of the view held by some authorities, and ably supported by Dr. Herbert French in his Goulstonian Lectures for 1908, that the condition of the kidneys associated with cedema and albuminuria occurring muainly in the early months of pregnancy, and the condition of the kidneys found so conminonly in cases of eclampsia occurring mainly in the later months or at full term, are in reality the same, and that they differ from one another only in degree. They are both varieties of nephritis, one subacute and the other very acute, but both no doubt due to some poison and quite comparable, as Dr. French points out, to the varying condition of the kidneys seen in cases of nephritis following scarlet fever. If future investigations should show that this view is really a correct one, then our conception of the kidney affections associated with and due to pregnancy will be simplified very much. The four cases recorded by Dr. French in which a previous attack of eclampsia was followed by the occurrence of albuminuria and oedema in the early months of a subsequent pregnancy seem to me to be strong evidence in favour of such a view.
The fact that albuminuric retinitis was present is also an interesting feature of this case, since it developed while the patient was in the ward under treatment. It is met with more often in the nephritis of pregnancy than in any other fornm of acute kidney disease, and is of bad prognostic omen, for of the seventy-one cases recorded by Dr. French of the albuminuria of pregnancy without eclampsia in which albuminuric retinitis was found, no less than 15 per cent. died.
No doubt, in view of the unfortunate death from sudden heart failure, it would have been better to have given an anmsthetic, and to have emptied the uterus at one sitting, rather than to have relied upon the introduction of bougies to induce labour. A considerable number of Obstetrical and Gynaecological Section 219 cases have now been recorded in which the patients have died from hEemorrhage as a result of the presence of a hydatidiform mole; among the 210 cases collected by Findley,' for example, there were seven deaths from this cause. Although in this instance the patient did not actually die of heemorrhage, yet no doubt her death from cardiac failure was in part due to her anaemic condition, the result of the several attacks of severe bleeding she had had. A lesson to be learnt, therefore, is that it is better not to temporize in any case in which the presence of a vesicular mole is suspected, and the sooner the uterus is evacuated the less the danger for the patient.
DISCUSSION.
The PRESIDENT (Dr. Herbert Spencer) expressed his thanks for these two valuable communications. Dr. Blacker's specimen was admirably described and beautifully illustrated, and the condition of the kidneys was of great interest. He had long thought that a great deal too much importance was being given to these so-called lutein cysts. When one remembered the frequency with .which cysts of the corpus luteum are met with both in the unimpregnated and in the pregnant, and the large number of hydatidiform moles which had been removed in times past without the subsequent development of ovarian tumours (he did not think he had had a single case of such development in his own practice), when one further recalled that hydatidiform moles and chorion-epithelioma occurred unaccompanied by the cysts, he thought that the lutein cysts might, in many cases at all events, be left alone, and the evidence brought forward by Dr. Blacker and Dr. Russell Andrews strengthened him in that opinion.
Dr. CUTHBERT LOCKYER said the thanks of the Section were due to Dr. Russell Andrews for recording a series of such interesting cases and for raising a valuable topic for discussion-that of the relationship between polycystic lutein changes in the ovaries and the occurrence of vesicular mole and chorio-epithelioma. This subject had interested Dr. Lockyer since the year 1901, when he investigated a uterus and bilateral ovarian cysts sent to him by his colleague, Mr. AMalcolm. This case was published in the Transactions of the Obstetrical Society, London, in 1903, as one of the chorio-epithelioma uteri removed twenty-one days after the expulsion of a vesicular mole and associated with compound lutein cystomata. Through the courtesy of Mrs. Scharlieb, Drs. Williamson and Oldfield, the speaker was provided with three more cases of the sanme kind, and they formed part of the subject-matter of a paper on the " Corpus Luteum," published in 1905, and to which Dr. Russell Andrews had referred. The points definitely known about these compound lutein cysts were that they possessed strikingly characteristic features both to the naked eye and on microscopical examination; secondly, they were never found excepting in association with vesicular mole and chorio-epithelioma. The point yet to be decided was-what relationship do these ovarian and ovular changes bear to each other ? Was Pick's view (based on the Born-Fraenkel hypothesis) correct, which assigned a " chorio-epitheliomatous reaction " to the excess of lutein substance; or, could the two not dissimilar conditions of the ovary and ovum be due to a common cause, the nature of which was still undetermined ? The time had not yet come when this difficult point could be settled. Dr. Lockyer had availed himself of every opportunity to examine ovaries removed from pregnant women. Such material was slow in accumulating, and it was especially difficult to obtain both ovaries from the same subject; he had only studied both ovaries in three cases; in one case from a patient who died during the first month of gestation of septic peritonitis; in another from a patient who underwent hysterectomy for fibroid at the seventh month, and the third from a case of Casarean section and Wertheim's panhysterectomy performed at seven and a half months' gestation. These ovaries showed no excess of lutein tissue if the presence of the corpus luteum of pregnancy be excluded, and in no way resembled the polycystic ovaries which formed the subject of discussion. The same might be said of single ovaries derived from cases of ectopic gestation, where it had been the speaker's' experience to observe in several instances cystic ovaries enlarged to the size of a small orange, but these cysts had never been of the lutein variety. On the other hand, Seitz and Wallart claimed to have found excess of lutein tissue persisting throughout pregnancy, and disclaimed any causal relationship between excess of lutein and syncytium. On the last occasion, when this subject was discussed at the London Obstetrical Society, Dr. Blacker and the President took the view that there could be no causal relationship between the proliferation of lutein cells and that of the trophoblast, the President basing his opinion upon the fact that there were no cysts in his own case published in 1896. Dr. Lockyer had similarly noted that in his case, reported in Transactions of the Obstetrical Society, 1902, there was no lutein excess, but here, as in Dr. Spencer's case, the tissues were obtained post mortem, the uteri in each case being gangrenous. In addition to control investigations on the ovaries removed in cases of normal pregnancy the solution of the problem under discussion would be, aided by such clinical observations as those recorded by Dr. Russell Andrews. If large compound lutein cystomata were observed to disappear subsequently to the removal of the associated vesicular mole without harm to the patient, then Pick's theory fell to the ground completely. Just as the Born-Fraenkel theory (which states that the corpus luteum is essential to embedding of the ovum in the early months) received a severe blow from the fact that pregnancy went to term in the Essen-Miiler case (where both ovaries had been removed in the early weeks), so was Dr. Russell Andrews's case of disappearance of a lutein cystoma an equally severe blow to Pick's elaboration and application of that theory to the causation of trophoblastic overgrowth. Through the courtesy of Mr. H. S. Clogg, Dr. Lockyer was able to give the details of another case where what Obstetrical and GynTcological Section 221 was probably an ovarian cyst of the lutein variety had disappeared. The patient was admitted into the Kingston Infirmary in October, 1905, suffering from sapreemia after abortion. There was evidence of great loss of blood, and the woman was bleeding from the uterus at the time of admission. The uterus was enlarged, and there was a swelling about the size of a hen's egg, noted by Dr. Armstrong as "in the neighbourhood of the left broad ligament."
The patient considered herself to be three and a half to four months pregnant at the time of the abortion. The uterus was twice curetted for haemorrhage and offensive discharge, but little material came away, and this was not examined microscopically. By February, 1906, the ovarian swelling had disappeared, and the woman went home. She returned again in January, 1907, when Mr. Clogg saw her, and diagnosed a large fibroid of the uterus and bilateral ovarian cysts; he operated, and found two large compound lutein cysts and chorio-epithelioma uteri. The woman died two months later from recurrence on the peritoneum. In this case, although there was no proof that the aborted ovum was a vesicular mole, or that the swelling was a lutein cyst of the ovary, yet this assumption was, the speaker thought, justifiable; and if this view be taken, the case shows the possibility of these cysts enlarging again after subsidence, and raises the question whether it is safe to leave them alone when discovered. Dr. Lockyer finally recalled the fact that he found a chorio-epithelioma in the uterus only twenty-one days after the expulsion of the mole, and.another five weeks after expulsion of the mole, in cases of polycystic lutein disease; in each case removal of the uterus and ovaries had resulted in freedom from recurrence. Nevertheless, he hoped, for the sake of women the subjects of vesicular disease of the chorion, that future experience would prove that removal of the enlarged ovaries was not a necessity.
Mr. TARGETT referred to a similar case which he had operated on in October, 1906. The patient, aged 26, in the fourth month of her second pregnancy, came under observation for an abdominal tumour of an indefinite nature, situated above the pregnant uterus. A diagnosis of ovarian cyst with pregnancy was made. The operation revealed two polycystic ovarian tumours, the size of large cocoa-nuts, one of which was wedged in the pelvic cavity behind the uterus. They had very thin translucent capsules, and tore readily in removal. Double ovariotomy was performed. As the tumours were typical lutein cysts, it was feared that the pregnancy would be molar, though there was no undue enlargement of the uterus. The abdominal wound healed well, but on the twenty-second day the patient miscarried. The fcetus was partially macerated, and the placenta contained large infarcts; on careful examination it was found that a small portion of the placenta was mingled with the cysts of a vesicular mole. For some months after this occurrence the patient was in a low state of health, with much mental depression. She had irregular monthly haemorrhages, sometimes lasting for seven or eight days, at others only a " show." But on one occasion, about a year after the operation, when travelling in Germany, the bleeding was so excessive that the vagina had to be plugged. At this time there was loss of weight and anaemia, but no MH-23b
